Introduction
The term Munchausen's syndrome was coined by AsherI in 1951 to describe a group of patients with factitious disease. The classical modes of presentation were neurological, abdominal and haemorrhagic. Many other presentations have since been described. Cardiac Munchausen's syndrome was first reported in 1953 2 and later dubbed 'cardiopathia fantastica'", The clinical impact of this syndrome is not known. A retrospective search for cases was undertaken and cases were identified prospectively.
Methods
A register of all admissions to the Cardiac Care Unit of the Royal Free Hospital has been maintained since it opened in 1976. Each patient has been coded for diagnosis and certain other features. The register was analysed and the notes of patients with cardiac Munchausen's syndrome reviewed. In addition, names of patients with Munchausen's syndrome were collected from other sources including Hospital Activity Analysis, Emergency Department 'black book', reported cases, known aliases and personal records. Each name was checked against the hospital index for evidence of admission. Cases were collected prospectively and an attempt was made to increase awareness and improve recognition.
Results
Thirty-six admissions with cardiac Munchausen's syndrome were identified over a 10-year period. Twenty-seven names were used. One man was probably admitted 6 times under different names and one woman twice under different names. All but 2 admissions were of male patients with a stated age range of 28-71 years. The majority, 33 patients, walked into the Emergency Department; 3 were brought by ambulance. Only 2 had referral lettersneither from their general practitioner.
The most common presentation was chest pain simulating myocardial infarction (35 cases). Eight case histories were embellished with complication of myocardial infarction such as cardiac arrest (7 cases) or heart failure (2 cases). Six admissions reported classical myocardial ischaemic pain but also mentioned at times features that suggested deep vein thrombosis or pulmonary embolism. One patient presented with non-cardiac symptoms and then developed chest pain and had two 'cardiac arrests' after admission. Eleven patients gave a history of ischaemic heart disease and 9 claimed recent admission to other hospitals. Ten claimed drug allergies including prochlorperazine (causing an 'oculogyric crisis') and 'all non-opiate analgesics'. Twenty-one cases were 'en route' (3 from abroad) and 8 were drivers.
Personal details furnished followed a clear pattern: all admissions gave a home address and most the name of a general practitioner. However, next of kin were usually 'unavailable' for a variety of reasons such as 'not on the phone', 'on holiday', 'not to be contacted' or 'abroad' (the most distant being Canada). Some patients were less skilful than others in maintaining their stories and factual inconsistencies were recorded.
Apart from scars, examination was largely unrewarding. Two admissions had ankle oedema, two had bronchospasm and 2 had basal crackles.
All cases were managed as suspected myocardial infarction, with admission, opiate analgesia, antianginal therapy, observation and standard investigations. All cardiac enzyme results, chest X-rays, electrocardiographs (ECGs), haematology and biochemistry results were normal, with the exception of 2 chest X-rays (healed pulmonary tuberculosis, prosthetic aortic valve), 2 ECGs (old inferior myocardial infarction, minor T-wave abnormality in lead III) and one case of anaemia. Two special investigations were performed -one venogram and one cardiac catheterization; both studies were normal.
Ten admissions were completely undiagnosed as cases of Munchausen's syndrome. Of the 20 patients who were diagnosed as cases of cardiac Munchausen's syndrome, 5 were recognized by members of staff(3by nurses and 2by social workers) and 2 were identified by old notes. The other 6 cases took their own discharge after suspicions about their authenticity had been aroused.
Case reports
Case A: A 49-year.old man employed as a new van deliverer presented with typical myocardial ischaemic pain. He had previously had a myocardial infarction and aortic valve replacement. Despite rheumatic fever as a child he had been fit for a military career. Whilst serving in Cyprus he developed septicaemia after a shrapnel injury. Recovery was complicated by anaphylaxis when given prochlorperazine: a 'biro' tracheostomy, ventilation and drainage ofa pneumothorax were described in great detail. He had recovered to serve in the Falklands War under the command of Colonel H. Jones at Goose Green with the Parachute Regiment. 7 2 Dysrhythmias (various)" - 10 1 Mitral click syndrome"! 0 By proxy: recurrent cardiopulmonary 0 arrest 12
Discussion
The most common presentation of cardiac Munchausen's syndrome is simulated myocardial infarction with or without factitious complications such as cardiac arrest or heart failure. The experience of this unit is compared with reported features in Table 1 . 3 -12. The circumstances may be dramatic (as in the case of cardiac arrest or aircraft diver-sion13), but usually the patient walks into the Emergency Department. None of our cases of cardiac arrest was documented on ECG: 2 recovered spontaneously and 5 when cardiac massage was applied. However, 'electronic' cardiac Munchausen's syndrome may exploit modem technology including the ECG. Factitious bradycardia has been reported in a patient with dizzy spells who tampered with a Holter recorders. A convincing patient has received multiple DC shocks for factitious ventricular fibrillation (R Dickinson, personal communication). One of our cases simulated runs of ventricular fibrillation by tampering with his chest electrodes.
Patients with cardiac Munchausen's syndrome are probably less likely to be invasively investigated in the UK than they are abroad 5 • 9 • In the United States, multiple cardiac catheterization leading to ann amputation has occurred14. Previous coronary artery bypass grafting has been elaimed'" and probably has been performed for cardiac Munchausen's syndrome", and presumably coronary angioplasty will be.
It is recognized that Munchausen's syndrome patients alter their presentation l 6 -1S and may 'change course' during a single admission 19,20. Dramatic accounts of previous illnesses (including procedures such as temporary pacing) were recorded in this series. There was circumstantial evidence that some of our cases have previously presented with abdominal pain, gastrointestinal bleeding, head injury, epilepsy, venous thrombosis and pulmonary embolism. Some cases mentioned features to suggest the latter two diagnoses during their admissions. Another case attempted to simulate epileptic fits when discharged.
Cardiac Munchausen's syndrome presents a difficult problem in the Emergency Department. The history is difficult to ignore even when the ECG is normal, One must maintain a high index of suspicion, especially in urban hospitals, while being aware that Munchausen's syndrome patients are subject to real
Experience at Royal Free Hospital Reported features
Case D: A 67-year·old retired seaman developed severe chest pain and dyspnoea during a journey to Cumbria. He gave a history of myocardial infarctions 2 and 3 years previously followed by persistent severe angina. He had also spent 4 months in hospital after head injury and had had a perforated ulcer repaired and later a partial gastrectomy.
On examination there were basal crackles, ankle oedema and abdominal scars. After treatment with diamorphine and diuretics, he was admitted with a diagnosis of pulmonary oedema and possible myocardial infarction. He responded to diuretics, had no further pain and was discharged 5 days later.
Four months later he presented with dyspnoea and chest pain. In the Emergency Department he appeared to have a cardiac arrest: he was revived with cardiac massage before ECG leads could be applied, and was readmitted and treated for pulmonary oedema. The next morning he was well. Suspicions were aroused, and on being confronted he was discharged after a photograph.
Later that day he reappeared in the Emergency Department and seemed to have a cardiac arrest. He was revived by a nurse whispering in his ear that one of the doctors from the Cardiac Care Unit who had seen him that morning was on his way. He got up and dressed. When assessed, his breathing was laboured but returned to normal with no treatment other than reassurance. He left the department saying he was travelling urgently to Manchester but allowed his scars Case C: A 39-year-old driver presented with typicalmyocardial ischaemic pain. He claimed recent admission to a Manchester hospital with the same symptom, but this could not be confirmed. He subsequently took his own discharge, allowing a photograph to be taken.
Eight years later he returned with identical symptoms. Again he claimed recent admission to a Manchester hospital though he did not allude to his previous admission to the Royal Free Hospital. In Manchester, he said, coronary arteriography had been performed on the day after admission due to a fortuitous space on the list. He had, however, taken his own discharge before being informed of the result. On examination, there was a bruise over the femoral artery.
He was admitted and managed as a possible myocardial infarction. He unexpectedly took his own discharge on the second day, announcing that the contents of his refrigerated lorry were 'going off'. He signed the self-discharge slip with l\ different name. No general practitioner was recorded and no next of kin were available.
Examination revealed a paucity of veins, numerous access scars, sternotomy and tracheostomy scars and the prosthetic sounds of an aortic valve replacement. He was admitted as a possible myocardial infarction.
The unit he said had performed his valve surgery had no record of him. No next of kin were available. He had been removed from his general practitioner's list 2 years previously. The army had no record of him and the parachute battalion in which he claimed to have served does not exist. He declined photography and was discharged.
Case B:
A 56-year-old bricklayer developed typical myocardial ischaemic pain while driving home to Kent. He had suffered from angina following a myocardial infarction and had been treated for pulmonary tuberculosis and appendicitis. He was admitted. Further myocardial infarction was excluded and he was discharged on increased antianginal therapy. Over the next month he was readmitted three times with chest pain. It was known at the time that he had attended several other hospitals but not appreciated that his personal details (such as address, general practitioner and next of kin) changed at every attendance. Coronary arteriography was performed and was normal.
Some months later he reattended with chest pain. Recent venepuncture marks were noted and a positive diagnosis of Munchausen's syndrome made. none has been entirely successful as they rely on unreliable features, such as name or date of birth. Six of our patients are known to use aliases (the record being 6 forenames and 11 surnames). Physical descriptions are rarely recorded and few photographs are taken. Rather, it is a peculiar point in the his-tory33, an unusual tattoo 34 or a strange explanation for a scar (often wartime heroics 33 • 36) that recurs. A computer-based register with keyword search facility for this type of feature could be successful. Roundthe-clock access to such a central register might avoid unnecesary admissions, save the patient from needless intervention and provide firm epidemiological data. Whilst it would be hard to justify such expenditure on the basis of crude calculations, the experience of this unit is probably 'the tip of the iceberg'. An alternative strategy for the care of these patients is needed.
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diseaee". Any SUSpICIOUS features demand clarification. In contrast to 'normal' patients, cases of Munchausen's syndrome dislike too-close question. ing and often leave. Although sound evidence is needed to support a diagnosis of Munchausen's syndrome, many cases are promptly resolved by questioning.
The classical pointers' to Munchausen'ssyndrome are multiple scars (often abdominal), an acute harrowing history, mixed truculence and evasiveness, and a wallet (or handbag) containing relevant papers. These subtle concepts require experience and we prefer a list of features, the most important of which can be checked by inspecting the record of personal details (Table 2) .
Recent arrivals from abroad (3 of our cases) should be viewed with suspicion, Records from abroad may be forgeries 21 and these patients may be active inter-nationallyll·22-24, The cost of known cases at this hospital over 10years has been modest, comprising 36 admissions with all attendant costs, one venogram and one cardiac catheter. It is difficult to estimate the impact of cardiac Munchausen's syndrome as there are no firm data on the number of patients or their pattern of behaviour, Although most hospital practitioners will encounter Munchausen's syndrome during their careers, the reporting rate (and quite possibly the recognition rate) is low. It is known that immediate readmission often follows discharge 25, 26 and that considerable periods may be spent in hospitals 24. An active patient might incur considerable expenditure. Crude extrapolation from our experience might indicate 110 cases a year in our health region (35 acute admitting hospitals with 35 cases each every 10 years) or perhaps 1500 cases a year in the UK.
There is no satisfactory management for Munchausen's syndrome: psychiatric intervention has produced variable results27.18. Repeated acute admissions with factitious disease are inappropriate, may further 'educate' the patient and reinforce behaviour. Many methods of identifying patients have been tried, including the Emergency Depart. ment 'black book'29,circulars andregisters 30-32 , but
